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RE: Tomorrow's Hope - Sapphire, Provider #13G038
1\ o~

Deaw
This is to advise you of the findings of the Licensure survey of Tomomrow's Hope - Sapphire,
which was conducted on June 12, 2008.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
July 1, 2008, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and ail
required information as directed in Informational Letter #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

http:/fwww.healthandwelfare. idaho.gov/site/3633/default.aspx

This request must be received by July 1, 2008. If a request for informal dispute resolution is
received after July 1, 2008, the request will not be granted. An incomplete informal dlspute
resolution process w111 not delay the effective date of any enforcement action.

- Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

SHERRI CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/mlw

Enclosures
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Tomorrow's HoOPE, INC.
1655 FAIRVIEW AVENUEB. SUITE 100 PHONE: (208) 319-0760
Boisg, ID 83702 Fax: (208) 319-0765

Debbie Poole Program Director
Tomorrow’s Hope
Boise Idaho 83702

Re: Tomorrow’s Hope Sapphire survey plan of corrections

Dear Sherri Case,
Here is the plan of correction for Tomorrow’s Hope Sapphire please let
me know if I need to add or change anything.

Thanks Debbie Poole
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o PRINTED: 06/18/2008
DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APP';{O%IED

CENTERS FCR MEDICARE & MEDICAID SERVICES OMB NG, 06380381
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION INENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
13G038 06/12/2008
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP CODE
2154 SAPPHIRE PLAGE

TOMORROW'S HOPE -~ SAPPHIRE

MERIDIAN, 10 B3642

(Xa) 10 SUMMARY STATEMENT OF DEFICIENCIES 1B PROVIDER'S PLAN OF CORRECTION (x6)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AUTION SHOULD BE COMRETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 000 | INITIAL COMMENTS W 000

The following deficiencies were cited during your
annual recertification survey.

The survey was conducted by
Sherrl Case, LW, QMRP

Cornmon abbreviations/symbols used in this
report are:

ADHD - Atiention Deficit Hyperactive Disorder
MAR - Medication Administration Record

W 141! 483.410(c)1) CLIENT RECORDS W 111 Trie facllty ha p trainedton proper me dicel
The facility must develop and maintain a ;i%gs(g;?_ ;’afg?ggiggd%nsg?ﬁﬁg%k .
recordkeaping system that documents the client's at shift cross over to ensure adequate : - - -

health care, active treatment, social information, documentationt .

and protection of the client's rights. S e I
Nurse and PQ iesponsible by 6/27/08
This STANDARD is not met as evidenced by: -
Based on record review and ataff Interview, it was : oo
determined the facility failed to maintain a record ~Nurse wit review all medicaiton sheets

keeping, system that contained accurate and weekly and monthly to ensure proper
complete information for 1 of 3 individuals documentation
{Individuals #1) whose medication administration ‘ N

a records were reviewed. This resulted in Nurse responsible by 6/27/08

insufficient medical information being. maintained
for an individual, Findings include:

Individual #1's 11/14/07 IPP stated he was “QUIRP fo review medication sheets
disgnosed with moderate mental retardation, quarterly W ensure adequate

ADHD, mood disarder and intermittent explosive ;fxtﬂjg{fﬁm and to be monitorr at the

disorder. OMRP resporsibie by 6/27/08
His medication administration records from 8/07
to 5/08 were reviewed. The foliowing dates were
noted to have stafl's inltials circled without an
explantation as to why they were circled:
TITLE {XE) DATE

LABORATORY DIRERTORS OR PRO\?I?ER}SBPP IER REPRESENTATIVES Sia

i Foole . PD bja7]6%

Any deficlency statement ending with an asterisk (") denoles a deficlency which the institution may be excused from cerreciing providing it Is determined that
other safeguards provide sufficientiprotection to the patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 40 days
foflowing the date of survey whethdr or not a plan of correction Is provided. For nursing hores, the above findings and plans of correction are disclosable 14
days followlng the date these docurtents are made aveliable to the faciity. If deficiencles are cied, an approved plan of carrection is requisite to continued
program participation.

FORM CMS-2567(02-80) Previous Versions Obsolete Event 1D: DMBC1Y Faciity BD; 136036 If continuation sheet Page 1 of 2
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: ' PRINTED: 0B/18/2008
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA £X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING

8. WING

13G038
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE

. 2154 SARFHIRE PLAGE
TOMORROW'S HOPE - SAPPHIRE MERIDIAN, ID 83642

LD SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION #5)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED HY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RE?ERE!JEE% ;ﬂg%E APPROFRIATE BATE

06/12/2008

W 111 Continued From page 1 W 111

- 84107 Glonidine (antthypertensive) .1 mg at
8:.00 p.im. .

- 9/4/07 Depakote (anticonvulsant} 500 mg at
8:00 p.m,

- 94/07 Seroquel {antipsychotic) 300 mg at 8:00
p.m.

- 40/1/07 Seroquel 200 mg at 11:00 a.m.

- 10/40/07 Cloniding .1 mg at 8:00 p.m,

- 12/11/07 Seroyuel 200 mg at 10:00 a.m.

- 2{1/07 Straterra 25 mg at 8:00 a.m.

- 5/5/07 Straterra 25 mg. at 8:00 a.m.

| - 6/5/07 Clonidine .1 mg at 8:00 a.m.

- 8/5/07. Depakote 250 mg al 8:00 a.m.

- 5/5/07 Seroguel 200 mg at 8:00 a.m.

. - 5/8/07 Serogquel 200 mg at 10:00 a.m.

' O |- 507 Seroguel 200 g at 8:00.pam.

- B/2/07 Seroguel 200 iy at 10:00 a.m.

- 51 8/07 Seroguel 200 mg at 10:00 a.m,

When asked during interview, on 6/12/08 from
10:00 ~ 11:30 a.m., if the individual had received
the medications listed above the QMRP stated
yes, She stated an explanation for the circled
inttals should have been documented on the back
of the MAR and the MAR was not accurate.

The facility falled to ensure an accurale MAR was
maintained for Individual #1.

FORM CMS-2567(D2-99) Frevicus Vensions Obsclete Event ID:DMBC11 Facility 1D: 1306033 if continuation sheet Page 2 0of 2
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PRINTED: 068718/2008

"The bullding and all eguipment must be in good
repair. The walls and floors must be of such
character as to permit frequent cleaning. Walls
and cellings in kitchens, bathrooms, and utility
rooms must have smoeocth enameled or equally
washable surfaces. The building must be kept
clean and sanitary, and every reasonable
precaution must be taken to prevent the entrance
of insects and rodents.

This Rule Is not met as evidenced by:

Based on observation, it was determined the
facility failed to ensure the facility was kept ¢lean,
sanitary, and in good repair for 8 of 6 individuals
{individuals #1 - 6} reslding in the facility. Ths
findings include:

An environmental review was conducted at the
Tacilty on 6/11/08 from 1:00 - 1:35 p.m. and the
followlng concerns were hoted:

- An 8 inch by 8 inch Pyrex baking dish had
burned on grease on it.

- individual #2's dresser was missing finish in
NLIMEoUs areas.

- The baseboard in Individual #5's bedroom was
missing paint in several areas.

- The screen in Individuals #3 and #4's bedroom
had a gap approximately 1/8 inch between the
window frame and the screen,

- The bedroom window sill for Individuals #3 and
#4 had dust and leaves on jt.

- The baseboard in the libraty was missing paint
in several areas.

AT

FORM APPROVED
STATEMENT OF DEFIGIENCIES %1) PROVIDER/SUPPLIERICLIA ULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: Kam P COMPLETED
A BUILDING
B. WNG
136038 06/12/2008
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, 0ITY, STATE, ZIP CODE
2154 SAPPHIRE PLACE
¥
TOMORROW'S HOPE - SAPPHIRE MERIDIAN, ID 83642
o) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYENG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
MM380 18.03.11.120.03(a) Building and Equipment MM380

MM380 Identified deficienciesill be
cleaned, repalred, ot replaced as
need to meet requirments

PQ responsiple by 5/27/08

'
t
i

Bureau of Facilify Stendards

[X6) DATE

TITLS )
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE / 7 bh,{ ] / QQ[.? P D lﬁ /Q? / Oj/

STATE FORM

B53% DMBCIT IF contimiation shest 1 of 2
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PRINTED: 06/16/2008

- FORM APPROVED
STATENMENT OF DEFICIENCIES {X3) DATE SURVEY
PG ()] ,‘;@3‘{}2&%’?,%’;’“&{?5;%‘%? (X2} MULTIPLE CONSTRUCTION COMPLETED

A, BUILDING
8. WING
136038 086/12/2008
NAME GF PROVIDER OR SUPPLIER STRELT ADDRESS, CITY, STATE, ZIP GODE
TOMORROW'S HOPE - SAPPHIRE MERIDIAN D 85512
£64) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
MM423 | Continued From page 1 Mi428
MM428] 16.03.11.120.10(c) Tempeature of hot water MiM428 MM428 The facility has adjusted
water tempt s to range betwen 108
The termperature of hot water at plurmbing fixiures and 120,
used by the residents must be between one )
hundred five (108) to one hundrad twenty (120) PQ and Maintenance respensible
degrees Fahrenheit, 6/27/08
This Rule is not met as evidenced by;
Based on observation it was determined the . :
faclilty failed to ensure hot water temperatures Weekly V;]ater tfmptfc’ tothe tatgen to
were maintained between 106 and 120 degrees ensUre arequate water temp
Fahrenheit for 8 of & individuals, (Individuals #1 - . i
#6) residing at the facillty. Findings include: PQ responsible 6/27/08
: An environmental survey was conducied at the Water tem; b b i
: A o pts witt be reviewed with
! facility on £/11/08 from 1:00 - 1:30 p.m., and household maintenance at monthly
! showed the foflowing hot water temperatures: OA :
Kitchen s’fr'ik} initially at 123.1 degree but PQ Q responsildle TR
' decreased to 89 degrees,
Haliway bathroom - initially at B8 degrees but
decreased to 76 degress.
MMSTO 16.03.11.210.05(b) Meidealions and Treatments | MMSTG
A record of all medications and treatmenis
presoribed and administered; and MMS70 refer to tag W11
This Rule is not met as evidenced by:
Referto W111,
Bureau of Faciity Stendards
STATE FORM 6688 OMBCA1 If continuation shest 2 of 2
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